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recent advances have made this procedure as easy to per form as a penetrating keratoplasty. Lamellar kerato plasty virtually eliminates the risk of graft rejection and reduces the risk of perforation in the event of a sub sequent exacerbation of the melting process. Surgery pre served the globe in all 10 cases, and the pre-operative visual acuity was maintained or improved in all but 1 case. Six patients achieved a visual acuity of 6/60 or bet ter. Concomitant systemic immunosuppression was used in 6 cases and a subsequent penetrating keratoplasty per formed in 3 cases. Lamellar keratoplasty provides a valu able method of preserving the integrity of the globe and maintaining useful vision in these difficult cases. In this paper we review a series of 10 patients in whom a tectonic graft was indicated for perforation or impending perforation. We aim to demonstrate that the modem microsurgical technique for lamellar keratoplasty can be versatile enou.gh to become the technique of choice for restoring the integrity of the globe when corneal ulcer ation and perforation occur in the course of one of the aforementioned inflammatory diseases. formed before initiating the dissection. We utilised a glu ing technique similar to that described by Hyndiuk and co-workers.21 A 2-3 mm diameter circle was punched using a skin biopsy punch from a sheet of plastic drape material. The circle of drape material was then attached to the end of a wooden 'orange-stick' using ophthalmic oint ment or lubricating jelly. A drop of adhesive was placed on the other side of the drape material and then pressed gently onto the site of the perforation for a minute to allow it to set. Further patches were then applied as required. The viscoelastic agent sodium hyaluronidate (Heal on, Kabi Pharmacia) was then introduced through a paracentesis to maintain both the anterior chamber depth and the intra ocular pressure of the host eye.
PATIENTS AND METHODS
The limits of the area to be resected were defined with a circular trephine where possible. In cases where this would have resulted in the removal of too much normal host tissue a freehand dissection was used instead and a horseshoe-shaped graft performed. In these cases a tem plate which exactly matched the area to be resected was cut from plastic surgical drape material whilst the host globe was still fully formed. A diamond knife was used to make a superficial incision around the area to be resected. This incision was then deepened to the required depth in one quadrant of the cornea or sclera to permit a lamellar dissector to be introduced parallel to the surface of the cor nea. These steps may be facilitated by using an adjustable micrometer or stepped diamond knife to ensure that the incisions are made to the requisite depth. Lamellar dissec tion was then carried out, undermining the edges at the margin of the resected tissue, and approaching the thinnest or perforated area last. When the dissection was complete the lamellar flap was grasped with forceps, carefully peeled back and removed from the eye.
A whole donor eye was always used to provide the graft and dissection was carried out by a 'closed' technique.
The donor eye was securely mounted in a Micra eyestand to maintain intraocular pressure and a small incision 'made to an appropriate depth close to the limbus with a diamond knife. The graft material was cut so that its thickness 
RESULTS
Details of the 10 patients studied together with a summary of their management appear in Table I In all 10 cases lamellar keratoplasty restored the integ rity of the globe and no eye was lost during the period of follow-up. Following the initial lamellar keratoplasty 2 patients underwent repeated lamellar grafting due to pro gression of the underlying disease process (cases 3 and 10). Case 10, in which two further grafts were performed due to recurrent disease activity, is described in detail
The perforation site in a peripheral corneal ulcer is sealed with cyanoacrylate adhesive. Healon is then introduced into the anterior chamber via a paracentesis to rejorm it prior to lamellar dissection. The area to be resected is defined and a template of this area cut from plastic surgical drape material whilst the host globe is still fully formed. With a whole donor eye securely mounted in a Micra eyestand a small incision is made to an appropriate depth close to the limbus. A blunt lamellar dissector is introduced and moved from side to side within the cleavage plane until a suj� ficient area has been dissected. It is important to maintain a uni form thickness in the graft so that vertical pressure is avoided during dissection. D. A. R. BESSANT AND J. K. G. DART Fig. 2 . A stepped diamond knife is used to make a superficial inci sion around the defined area. In one quadrant this incision is deep ened to allow a lamellar dissector to be introduced parallel to the sUlface of the cornea. Dissection is carried out, undermining the edges at the margin of the resected tissue, and approaching the thin nest area last. The flap is then peeled back and removed. The donor button is Cllt by afioeehand technique which utilises the previously prepared template (for those cases requiring circular grafts a trephine is used). For a graft invol ving the limbus a corneoscleral donor button is used. The graft is sutured in place with interrupted 10-0 Nylon sutures on the cor neal aspect and 9-0 Nylon on the scleral side respectively. face. This is a significant disadvantage compared with a penetrating keratoplasty when a graft involving the visual axis is planned because it has been shown to result in a reduced post-operative visual acuity. 
